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- sharing experience
- defining good practice
- improving service delivery
- supporting learning in the NHS

TRANSFORMING GYNAECOLOGY

SERVICES

Applying process redesign methodology to im-
prove the management of outpatient clinics

Why was the initiative launched?

In 1995, staff in the Gynaecology Department in Leicester
were concerned about the clinical management of outpa-
tients. They feelt that the process could be handled better.
These concerns were mirrored by the views of patients in a
local research study. Several problems were identified, in-
cluding delays in making initial appointments, the number
of visits required before a diagnosis was made and the frag-
mented nature of the service. At about the same time, Leices-
ter Royal Infirmary was setting up one of two nationally
funded pilot projects to examine whether re-engineering
methods could improve performance and transform the or-
ganisation’s capacity for change.

Publication of an Effectiveness Bulletin in 1995 about the
management of menorrhagia added scope for a redesign
project. It eliminated debate about evidence and allowed
the Trust to create a project which brought together the ap-
plication of process redesign methodology and the imple-
mentation of evidence based practice.

What was done?

A group of senior clinicians from the Gynaecology Depart-
ment and the Trust’s re-engineering team, with support from
the Directorate and the Trust’s chief executive, undertook
two preparatory tasks.

Firstly, they analysed current activity to pick out a group of
patients whose management could be looked at in process
terms. They chose women who had been referred with men-
strual problems.

Secondly, they set about establishing a broad understand-
ing, or a process map, of patients’ experience in the system
at that time.

The two tasks also helped to identify who should be in-
volved in the redesign work. The aim was to ensure that all
staff could contribute to the redesign. A meeting of a multi-
discipline group was arranged to launch the redesign proc-
ess. Each member of the group was individually briefed

about the purpose of the meeting and asked to assemble
background data to inform the debate. The initial group
meeting lasted for about three hours and provided an op-
portunity to investigate the existing process and, for exam-
ple, ask basic questions about the value added by each stage.
A member of the hospital’s redesign team facilitated the
meeting. The multidisciplinary team continued to meet
monthly to review progress for the initial six months.

There was broad agreement about the key features of the
redesign. The aim was to create a single visit clinic where
all aspects of routine cases could be handled.

A redesign team, nurse Jill Diaper and midwife Caroline
Shaw, was appointed to undertake the detailed redesign
work. This took about eight weeks and involved discus-
sions with individual members of the group and two Group
meetings. Two tasks were particularly important, the for-
mulation of:

♦ Selection and scheduling criteria which would enable a new
role for the clinic coordinator to function. Tasks include
allocating referrals within clinic schedules and provid-
ing information for patients to ensure they know what

Before 
redesign

After 
redesign

Number of visits to 
diagnosis

4 1

Time from 
consultation to 
diagnosis

16 weeks Same day

Women treated by 
evidence-based 
protocols

0% 100%

Table 1: Menstrual clinic 
impact on patients
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to expect: patients are encouraged to phone the clinic if
they have any questions - not leave any doubts until the
appointment.

♦ A protocol for diagnostic tests, a key activity that would
have to be handled promptly if the one visit service was
to be practical.

Once the redesign was complete and agreed by the Group,
plans were put in place to pilot the new approach. Because
staff had been involved in the service redesign, special train-
ing was not necessary. Indeed a ‘Hawthorn effect’ was evi-
dent as staff started to work in the spirit of the new service
before the formal pilot stage was launched. The period of
trial of the new service proved to be very helpful in spot-
ting aspects of the redesign that needed additional work.
For example, from the outset it became evident that it would
not be possible to achieve the required turn-round for di-
agnostic tests if the regular hospital distribution system was
used. Specimens are taken to the laboratory by staff from
the clinic and results faxed through the same day.

What benefits were achieved?

All the projects in the Trust’s re-engineering programme
were subjected to careful evaluation. A framework to de-
fine success was developed to measure how organisational
effectiveness was achieved. The framework covered meas-
ures related to service process and patient outcomes.

The introduction of the service redesign for the menstrual
clinic has demonstrated dramatic benefits for staff and for
patients. The Tables show what has been achieved for pa-
tients.

The way that the work was managed helped staff to take
ownership of a problem and enabled them to create a solu-
tion. It enhanced multidisciplinary working and allowed
new roles to be identified and implemented successfully.
Clinical staff showed that they could implement evidence-
based practice. While GPs were not actively involved in the
development work they now enjoy a single point of access
to the service. Communications between the Gynaecology
Department and primary care have improved: consultants
are in regular contact to guide GPs to ensure that the right
patients are referred to the clinic. Overall, the project has
helped to achieve a change in culture.

The work has also played an important part in the Trust’s
overall re-engineering programme: a wide range of success-
ful projects has been completed in the last four years. The
redesign team is now part of the Centre for Best Practice at
the Trust and provides support and expertise to those in
the NHS and abroad that are interested in adopting the re-
engineering approach.

Tips for success

√ Clinical leadership is essential - but ensure also that sen-
ior managers are actively involved.

√ Promote a culture of openness where differences of opin-
ion are valued and initiative welcomed.

√ Make sure that everyone who will be affected by the
work is involved from the start - ownership is impor-
tant and will ease the process of change.

√ Create opportunities for the problem to be looked at from
different perspectives - hear all views.

√ Don’t expect to get it right first time - plan a pilot imple-
mentation phase to allow for fine-tuning.

√ Change can be made quickly - if the solution is created
by those involved,  specific training may not be required.

√ Ensure that team meetings are learning opportunities -
someone with facilitation skills can help that process.

√ Expertise in applying analytic skills and change man-
agement tools will speed the process.

To find out more contact

Ron Cullen
Centre for Best Practice
Leicester Royal Infirmary NHS Trust
Leicester LE1 5WW
Telephone 0116 254 1414
Fax 0116 258 5631
Email rcullen@lri.org.uk

The following materials are available
• Selection and scheduling criteria
• Treatment protocol for women with menorrhagia

Before 
redesign

After 
redesign

Percent of patients 
seen within 30 minutes 63 99

Percent of patients not 
attending

9 1

Percent of letters sent 
to GP the same day

0 78

Percent of 
appointments within 
24 hours of receiving 
referral

4 96

Percent of theatre 
sessions starting late

25 3

Table 2: Teamworking impact on patients

ImpAct bottom lines

⇒ Active - senior - leadership is important when tasks require coordination across large (and small!)
organisations.

⇒ Time spent telling staff affected by initiatives what is going on is never wasted.
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APPLYING RE-ENGINEERING

PRINCIPLES TO HEALTH CARE

Business process re-engineering has its roots in commer-
cial manufacturing. Development work in the 1970s and
1980s in a range of commercial settings showed significant
benefits from a systematic approach to the analysis and re-
structuring of manufacturing processes. It was widely
adopted as a means of improving manufacturing output to
produce significant improvements in quality, capacity and
cost. The approach attracted the interest of managers in the
NHS and two projects (at Leicester Royal Infirmary and at
Kings Healthcare in London) were funded by the Depart-
ment of Health to test its application in a health care set-
ting.

The work started in Leicester in 1994. It involved a signifi-
cant programme of 140 separate projects. A Framework for
Defining Success was established to ensure that the impact
of the work in its widest sense could be measured. Over
the last five years significant gains have been made in the
quality of services offered to patients, as well as in teaching
and research. Indeed, few departments in the hospital were
untouched by the initiative.

The key lesson from the work at Leicester has been that
change is typically created bottom-up in contrast to the top-
down approach championed by the academic supporters
of re-engineering. Clinical and management leaders have
to create the right conditions for improvement. Redesign-
ing health care differs in significant ways from that which
can be applied in industrial settings: it involves several dis-
tinct steps:

♦ Identifying specific patient groups - targets for service
process redesign.

♦ Ensuring that those involved in service provision are in-
volved in service redesign.

♦ Being clear about the tools and techniques available.
♦ Analysing the current process to identify strengths and

weaknesses: what adds value and what doesn’t?
♦ Creating a model for the redesigned service.
♦ Establishing performance measures.
♦ Testing the new process - being honest - does it or doesn’t

it work?
♦ Then DOING WHAT WORKS.

Leicester Royal Infirmary has created a tool-kit that de-
scribes the tools and techniques used for patient process
redesign. The tool-kit provides the basis for a series of Re-
engineering Masterclasses that have attracted clinical and
managerial interest within the UK and internationally, with
visitors from health services in New Zealand, Sweden and
Denmark taking part. The Leicester Royal Infirmary’s dis-
semination work has been recognised with the granting of
specialist Learning Centre status, thus confirming their role
as an integral part of the growing NHS Learning Network

To find out more contact

Ron Cullen
Director
Centre for Best Practice
Leicester Royal Infirmary NHS Trust
Leicester LE1 5WW
Telephone 0116 254 1414
Fax 0116 258 5631
Email rcullen@lri.org.uk

Reorganising the medical admission arrange-
ments at Stobhill Hospital, Glasgow

Why was the initiative launched?

Acute medical services at Stobhill Hospital, like many other
hospitals, are under increasing pressure because of the
steady rise in the numbers of medical emergencies. Many
factors, such as lack of home support, conspire to limit the
numbers of patients who can be sent home without admis-
sion. In 1993, Stobhill Hospital had 229 beds for acute medi-
cal services in a mix of medical and specialist units on two
sites in Glasgow.

Admissions were managed through three medical units tak-
ing emergencies every third day. The system was starting
to creak under the pressure. Problems included disruption
for patients every third night on take, delays transferring
elderly patients within the hospital, lack of specialised fa-
cilities for post MI patients, and anxiety about maintaining
adequate nursing cover within falling budgets. Something
had to be done.

What was done?

A multidisciplinary team was charged with developing a
new system. They knew that research suggested that exist-
ing resources were likely be used inefficiently, and that re-
organisation should bring improvements. To help them
develop ideas on which to base a new system they visited
three other hospitals that were broadly like Stobhill. They
were keen to learn from the experience of others.

The team promoted extensive local debate about possible
alternatives. What was the best way forward? What re-
sources were available? How could they find a better way?

FINDING A BETTER WAY TO MANAGE EMERGENCY ADMISSIONS

Hamish McLaren clinical director
Myra McMurdo discharge planning co-ordinator
Winnie Miller operations manager
Christine Robb ward manager 
Lesley Summerhill director of nursing

Stobhill team
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The target was not to achieve a specific financial saving but
to improve the service provided. An important factor in the
discussions was the willingness of managers to allocate
additional resources if needed to ease the implementation
of a new system.

As a new system was being developed it was clear that fewer
beds would be needed. Over time improved organisation
allowed a gradual reduction until there were about a third
fewer. Staff supported this process because the beds were
kept until the case for them not being needed was proved.
The new system includes eight wards all on one site with a
focus for admissions on an acute medical receiving ward.

All medical emergencies except those admitted to the coro-
nary care unit are now admitted to the acute medical re-
ceiving ward for investigation and assessment. To spread
the load across the senior medical team one consultant takes
charge of the ward for each 24-hour period. All patients are
reviewed at least daily and referred or discharged as ap-
propriate to ensure that space is available for new admis-
sions. The rota commitment has been planned to avoid dis-
ruption to other activities like outpatient clinics.

Three features of the new system are important.

◊ First, the appointment of a patient management team
charged with handling the administrative aspects of the
patient’s hospital stay. They ensure that patients are
speeded through the system and discharged home as
early as possible.

◊ Second, arrangements for specialty transfers were im-
proved: consultants from cardiology, respiratory medi-
cine and elderly care now visit the receiving ward daily
to ensure the timely transfer of patients.

◊ Third, a fast track service for laboratory investigations was
introduced to ensure that time waiting for results is kept
to a minimum.

A contingency plan was devised in 1996 to deal with win-
ter pressures. This designated and trained staff so that an
additional ward could be opened at short notice.

The team’s effort to involve everyone in developing and
refining the new system paid dividends when it came to
implementation. It was a natural progression from the dis-
cussion. Specific training initiatives were not needed. Peo-
ple simply took on the new way of doing things.

Is it working?

Despite the significant reduction in the number of beds, the
hospital has been able to handle the continuing increase in
medical emergencies without any serious problems (Table).
Specific advantages of the new system are:

♦ Care of acutely ill patients is concentrated in one area
that can be suitably staffed and equipped.

♦ Other specialities (such as Medicine for the Elderly and
laboratories) are more easily able to offer a fast track
support service since they only have to provide this on
one site.

♦ Handling all medical emergency admissions through
one location has facilitated use of clinical protocols, clini-
cal audit and improved data collection.

♦ Patients’ sleep is no longer disturbed every third night.

An unexpected bonus has been the effect on staff morale.
Stobhill is an old hospital whose continued existence has
been under threat. The successful introduction of the new
system, and the interest of clinicians and managers from
other hospitals, has made staff aware that they are working
in a successful and innovative organisation. A local survey
has also shown that 91% of nurses (n=26) and 93% of medi-
cal staff (n=11) perceived the new systems being better than
the old, a view shared by 52% of patients (n=22),

The hospital has relied on the system to help them cope
with winter pressures. Periods of exceptionally high de-
mand last only for a few days and the contingency plan put
in place at the hospital has proved its value. The additional
ward has been used for 14 days in 1995/96 and 10 days in
1996/97 enabling the hospital to avoid cancelling any elec-
tive surgical procedures.

However, as with all changes there are disadvantages to be
tackled:

♦ Continuity of medical and nursing care is reduced - but
good communications can overcome any problems.

♦ Because of the rapid turnover administrative procedures
such as handling of discharge letters and follow-up ap-
pointments have to be efficient.

♦ Patients who are not discharged from the receiving ward
move at least once during their stay.

♦ Ward rounds in the receiving ward have to take prec-
edence because of the need to free beds.

Number Ward Beds

1 Acute medical receiving 26
3 General medical 56
1 Coronary care unit 6
2 Cardiology 40
1 Respiratory disease 24

8 Total 152

Stobhill Hospital: new system for 
medical beds - August 1993

1 9 9 2 1 9 9 4 1 9 9 6

Medical discharges 7,904 9,630 10,000

Average stay (days) 7.1 4.8 4.5

Emergencies  (%) 77 87 93

Total staffed beds 223 167 161

Stobhill hospital: 
changes in medical bed use 1992-1996
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There is local satisfaction that the system introduced in 1993
has served the hospital well for six years. But with the con-
tinuing rise in the level of medical emergencies there is no
place for complacency. As with any new system introduced
to respond to a problem its time will come! The team is
acutely aware of the need to watch the situation with care
and act if the system starts to crumble.

Tips for success

√ Involve all clinicians from the outset in planning new
systems: ensure members of the senior management
team are involved.

√ Reorganisation will involve a change in working prac-
tices for many: help all clinicians to accept this fact.

√ Cooperation of other departments may be important:
such as a fast track for investigations to ensure that pa-
tients can be assessed promptly.

√ Show that resources are not needed before they are taken
away.

√ Links with other similar organisations can allow inno-
vations developed elsewhere to be adapted for local pur-

ImpAct bottom lines

⇒ Do not underestimate the positive impact development work can have on staff morale.
⇒ Solutions do not last forever - be ready to change systems when they start to show their age.

Helping all practice staff to develop IT skills

Why was the initiative launched?

EQUIP (Education and Quality in Primary Care across
North Essex) evolved in 1996 from Essex MAAG and GP
Education in Essex. It is jointly funded by the Health Au-
thority and by practices to meet the education and training
needs of primary care staff and to improve the quality of
audit. The philosophy is to use audit as an educational tool.

Questions about the use of computers and IT skills arose
when the locally agreed health promotion programmes (in-
cluding ischaemic heart disease and stroke) started to take
shape. Data analysis would be essential for the audits and
educational sessions. Obviously a task better handled elec-
tronically. Similarly, success with the introduction of dis-
ease registers in practices, another essential contribution,
would depend on IT skills. Early discussion between the
EQUIP team and practices suggested that practices needed
help to enhance their IT skills to make these plans a reality.

What was done?

An initial training session on the care and treatment of pa-
tients with diabetes made clear what needed to be done.
GPs were asked to analyse the records from a sample group
of their patients as preparation for the session. This proved
an impossible task for most GPs. As one said at the time,

poses.
√ Some extra resources might be necessary to create new

posts or resources to facilitate a new system.
√ Look for innovations, such as new roles or posts to help

ensure success - e.g. the patient management team used
at Stobhill.

To find out more contact

Hamish McLaren
Clinical Director
Stobhill NHS Trust
Balornock Road
Glasgow G21 3UW

Telephone 0141 201 3309
Fax 0141 201 3888

The following material is available

• Detailed report of the initiative together with support-
ing papers.

COMPUTING ESSENTIALS TO SUPPORT HEALTH PROMOTION IN PRIMARY CARE

“We can find ways to enter data but it seems to be impossible to
get it out”. In many systems data was entered as free text
with no facility to retrieve and analyse it. Something needed
to be done to help practices handle data more effectively.

Evaluation of early training sessions on the management
of coronary heart disease, diabetes and asthma provided
EQUIP with a set of important signposts for IT training.
The recommendations were reinforced by research at An-
glia Polytechnic University.  Training for staff in primary
care should:

♦ be based on the needs of participants
♦ be available to all practice staff
♦ have an emphasis on multi-disciplinary sessions
♦ be based at the practice wherever possible
♦ reflect the wide range of IT systems in use in practices.

EQUIP worked collaboratively with the North Essex Prac-
tice Managers Forum to ensure that the training provided
was practice driven. They were conscious that their suc-
cess depended on the way they were regarded by local prac-
tices - as a supporter rather than critic or inspector. Two
parallel programmes have evolved over time:

♦ At practice level - providing on-site training to help all
the team get the best out of their systems. To support
this programme EQUIP sought the help of an IT con-
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sultant who had experience of working with IT systems
in primary care. The courses involved up to four prac-
tice visits and were individually designed around the
needs of the practice. The aim was to improve skills in
converting data into information to enhance care for
patients. Sessions had PGEA accreditation.

♦ Cross-practice programmes covering generic issues (Table).
EQUIP sought support from a range of local experts to
provide these sessions. The success of these programmes
is very evident because the participant lists filled quickly.

Different funding sources for training of clinical and non-
clinical staff presented difficulties. EQUIP had to find im-
aginative ways to assure funding. One clever method en-
sured that people attended: participants provided a cheque
to guarantee a place - but the cheque was cashed only if the
person or practice failed to attend! Care was taken to en-
sure that the parallel programme of clinical training and
audits was in step with the computing courses. Many of
the clinically focused workshops (like asthma in primary
care) had sessions on IT issues.

EQUIP supports a major ongoing health promotion audit
and the team recognised that efficient data collection would
be important for its success. To help practices an audit clerk
scheme was set up to provide grants of £500 per practice to
cover additional hours for data collection and to support
the creation of chronic disease registers. In-house training
and support was made available for the audit clerks to help
them understand and use of their practice systems, and to
cope with doctors reluctant to use the technology on their
desks. Accreditation from the Accreditation Consortium of
South Anglia allows audit clerks to receive a nationally rec-
ognised qualification. Networks of audit clerks have been
established within PCGs to support Clinical Governance.

Is it working?

The team does not rely on questionnaires to evaluate the
computing sessions and courses. Rather it follows them up
samples participants by telephone. They ask whether time
spent was worthwhile, information received useful and, im-
portantly, whether they would recommend the session to
others. Changes have been made to respond to points made.
For example, an early session for audit clerks was pitched
too high and assumed an unrealistic level of knowledge!
Further training on medical terminology was also needed
for data collection for the health promotion programme.

Success was evident from the increasing numbers of prac-
tices finding the process of assembling data to support au-
dits easier. The number of practices using audit clerks grew
rapidly over two years and by September 1999 covered
about 80% of the practices in North Essex. In the latest health
promotion audit, 18,000 data entries were analysed and data
gathered from practices covering 70% of the 870,000 North
Essex population. Data is collected and fed back individu-
ally to practices every 6 months.

Tips for success

√ Find out what people want, make training needs-led.
√ Recognise that GPs, nurses and practice staff may have

different needs.
√ Encourage multidisciplinary training and working - valu-

ing the contributions of all members of the team.
√ Take training to practice staff - be proactive.
√ Ensure that course leaders are credible.
√ Be flexible - the same approach will not appeal to all.
√ Listen, and adapt and change sessions if required.
√ Don’t allow course fees to become a deterrent, find im-

aginative ways to assure attendance.

To find out more contact:

Linda Grimstead
Manager, EQUIP, The Education Centre
Strutt Close, Hatfield Peverel, CM 3 2HB
Telephone 01245 380695      Fax 01245 380685
Email linda@equip.ac.uk
Website www.equip.ac.uk

The following material is available
• Course programme.
• Examples of course content.
• Summary of the report: Strategic education and devel-

opment of primary health care teams.
• Locally developed Read Codes
• Sample Health Promotion reports
• Feedback by PCG Chairs and Clinical Governance Leads

ImpAct bottom lines

⇒ Just because people use the language of IT don’t assume that they understand it.
⇒ Practical training makes things happen.

Computers what are they
Hardware familiarisation for practic

managers
Computing essentials for nurses
Word, Excel 
and Access 

sessions at different 
levels  as well as more 
specialised sessions

Understanding databases
Data handling by 
computer 

in house provision

Data handling for audit clerks

EMIS training for nurses
Meditel training for nurses
Internet as a resource for GPs

 IT courses provided by EQUIP
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Progress with the development of Service Delivery and
Practice database

In Issue 1 of ImpAct, Jennifer Dixon described plans for the
NHS Learning Network. The SDP database of good prac-
tice in service delivery is one part of the Learning Network.
When the NHS Learning Network was being planned, two
key questions had to be addressed if real progress in spread-
ing good practice was to be achieved:

♦ How can people working in the NHS find out about good
practice and experiences in other parts of the NHS?

♦ How can people working in the NHS tell their colleagues
about their experiences?

The chosen approach was to create a national mechanism to
record and locate examples of local initiatives. The SDP da-
tabase is intended to offer a shortcut to knowledge about
good practice around the country and discourage people
from reinventing wheels! Other elements of the NHS Learn-
ing Network are exploring the essential issue, how to en-
courage inquisitiveness or hunger for learning.

SDP database – the aim

The aim is to provide a mechanism by which people in the
NHS and partner organisations can exchange information
about developments in service delivery and practice. Part-
ner organisations might be local authority social services
departments or voluntary organisations. The database is live
and interactive – with entries to be regularly updated. Each
entry follows a fixed format, allowing easier searching.

SDP Database - coverage

Developments in management and clinical practice can be
accommodated. Indeed the coverage is planned to mirror
the range of challenges we plan to cover in ImpAct such as:

♦ The development of local systems for clinical governance,
associated questions about clinical quality, national serv-
ice frameworks

♦ The management of emergency pressures, demand and
waiting times

♦ Working across institutional boundaries
♦ The development of primary care groups
♦ Involving patients and the public
♦ Developments in human resources like staffing and skill

mix issues

Entry Criteria

No strict entry criteria have been set because much of the
learning from local service development comes from ini-
tiatives that are not the subject of formal evaluation. The
choice about whether the project is likely to be of interest
to others rests with the person deciding whether to make
an entry.

Practicalities

To use the database you currently need access to the NHS
Net: the database can be accessed through the NHS Learn-
ing Zone http://nww.learning zone.nhsweb.nhs.uk.

Anyone can search the database, but to make an entry a
username and password are needed. If you work in a PCG,
these can be obtained from the chief executive of the local
health authority. If you work in a NHS Trust you can ob-
tain a username and password from your chief executive.

The database has been constructed so that as soon as an
entry is made, an email containing the entry is automati-
cally sent to the relevant chief executive (who supplied the
username and password). The email is copied to the Re-
gional Director of Strategic Development at the local NHS
Executive Regional Office – to keep them up to date with
new practice.

The system has a built-in process of sell-by dates which
places responsibility on those making the entries to bring
them up-to-date. After two years they will be consigned to
the database archive unless they are updated.

Good progress so far

After a period of testing the database went live on the NHS
Net in June 1999 (it is described in Health Service Circular
HSC 1999/110). By November about 800 entries had been
made. Some examples are listed in the table. It is a source
worth looking at. A major hurdle is the limitation to users
accessing files through the NHS Net. This is proving to be
a serious constraint and Jennifer Dixon and her colleagues
are looking at ways to make the database more accessible.

Comment

Many people in the NHS may be sceptical about the devel-
opment of yet another national database as a means of

SDP DATABASE

Project Base

Rheumatology clinic in primary care Norwich

Rapid response team - to prevent avoidable admissions Ipswich

Development of success criteria for clinical governance in primary care groups South Cheshire

Women's Therapy Group - for survivors of childhood sexual abuse Sheffield

SDP Database examples

More details and information about who to contact are on the database. 
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spreading good practice. Other, similar, well-meaning ef-
forts simply faded away through lack of support and use.
Nevertheless, a practical way of giving people easy access
to the wealth of good local developments that happen in
the NHS would be invaluable.

The database is one way to make information exchange
about good ideas, or projects that have failed, more sys-
tematic than the ad hoc way that occurs (or probably doesn’t
occur) at present. At another level, the database could al-
low people to find a group of new colleagues with com-
mon interests and create a discussion group. A problem
shared could be a problem solved.

We know that some people working in the NHS really are
keen to write up their work in journals to tells others about
their experiences, but the majority do not have the time and
the inclination to do so. The SDP database offers a way out.
It really doesn’t take long even for the two-fingered typist
to complete the database entry. The ten minutes it takes
might make a huge difference to someone else stuck with
the problem you’ve just solved.

The challenge will be to make it work and not let it become
a black hole into which people dump their experiences.
ImpAct will keep you in touch with the development of the
SDP database – it could be an important source for us. We’d
be keen report on how people have found ways to learn
from others to short cut local development time. And fi-
nally, we would be delighted to host the database on the
Bandolier and ImpAct site to make it accessible to all, even
those who do not have direct access to the NHS net (prob-
ably most of us).

MANAGING CHANGE FOR

EFFECTIVE CLINICAL PRACTICE

This workshop takes place on 20-24 March 2000
and is organised by Dr Trish Greenhalgh. It is for
clinicians and managers familiar with the princi-
ples of EBM and who want to develop structures,
systems and human resources to implement in
their service. It is designed for individuals and
teams responsible for clinical governance and
quality improvement. It includes hands-on train-
ing in the use of relevant computer software and
Internet sites.

Email ebp@ucl.ac.uk
Fax +44 (0) 171 281 8004
Post Department of Primary Care,

Archway Site, Whittington Hospital,
London N19 5NF

Internet
www.ucl.ac.uk/primcare-popsci/uebpp/
chm.htm

WITH HINDSIGHT . .

How often have we heard this open recognition that
things could have been done better. It is used regularly
when people talk about major incidents in the NHS.
Then we hear that things will change and that it won’t
happen again. Recommendations are compiled to re-
inforce this belief. At another level there is much talk
about the need for reflective practitioners to avoid mis-
takes, an approach intended to allow time for clinicians
to think about how they can improve the quality of care
and treatment they provide.

Both of these are built on the premise that mistakes
could be avoided - if only . . . But is this realistic? We all
know that we make mistakes in all aspects of our life,
private and professional. The world would be a boring
place if everything turned out right! Many of us see the
positive side of mistakes and acknowledge that we learn
most from the mistakes we make.

Since launching ImpAct we have reported on a range of
initiatives and offered tips for success designed to help
others adopt good practice. A few of these tips have
been about what not to do. We would like to go further
in encouraging a more open approach to mistakes. As
we start the new millennium, we are keen to launch
case studies about initiatives that went wrong. We are
looking for the first - could it be you?

ELECTRONIC IMPACT

Part of the original concept of ImpAct was to search the
published literature for good examples of benefits from the
how of healthcare as well as benefits from the what of
healthcare. Examples do exist, but such has been the wealth
of examples from inside the NHS we have not found space
in the eight pages we have every second month.

So in the early months of 2000 there will be a new elec-
tronic librtary of abstracts to accompany the electronic ver-
sion of ImpAct. We have done our own searching, but if
any of our readers have found papers that they have used
to make their service better, we would like to hear about it.
Ideally, send us a copy and say what about it influenced
you.


